For over 100 years epidemiologists have noted a pronounced regional variation in mortality rates within England and Wales. In general, death rates are highest in the north and west and lowest in the south and east. Regional differences in mortality from specific causes of death are also evident, and with few exceptions follow the same geographic pattern.13
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Mortality statistics are based on death certificates, and it is well established that these are often inaccurate in describing the "true" underlying cause of death.4 A doctor's place of residence and period of medical school education may influence his choice of diagnoses in completing death certificates.5 6 Accordingly, we wondered whether some of the apparent regional variation in cause-specific mortality could be accounted for by systematic differences in diagnostic preferences among doctors in these regions. We 
Results
Forms were returned by 97 general practitioners (62%) and 26 housemen (51%). Overall response rates ranged from 53% in Rochdale to 65% in Suffolk. Among the general practitioners, response rates for each of the periods of qualification (before 1955, 1955-64, and 1965 and later) varied between 60 and 65%. Many responding doctors commented on the difficulty of the cases and the unexpected length of time required to complete the certificates. Because of their frequent changes of hospital jobs, housemen were difficult to recontact after the first mailing of the survey. These factors probably affected the response rate. Overall, 90% of the respondents were men. Ninety-one (74%) had attended medical school in England, seven in Wales, six in Scotland, one in Northern Ireland, eight in the Irish Republic, and 10 in other countries.
All doctors examined the first five patient summaries. The underlying causes of death given for these cases were grouped into seven broad categories as shown in table 1. The distribution of diagnoses in these categories did not differ between general practitioners and housemen, nor did it differ on the basis of the doctor's medical school location. There was no significant difference in distribution among these categories according to the doctor's sex. The findings were unchanged when the analysis was restricted to those cases in which the doctors would be willing to complete the certificate in real life.
The 97 responding general practitioners examined 10 identical patient summaries. The underlying causes given on these certificates were tabulated and grouped into nine diagnostic categories as shown in 
Discussion
It has long been recognised that total death rates in northern England and southern Wales are substantially higher than those in the south and east of England. This geographic pattern also holds for most broad categories of mortality, including diseases of the circulatory system, respiratory system, cerebrovascular disease, and accidents, poisoning, and violence. Most malignant neoplasms have a uniform distribution of mortality across England and Wales, stomach cancer being a notable exception."q The death certificates on which these mortality figures rest often inaccurately reflect the underlying pathology resulting in death.' The doctor completing the certificate must usually do so without the benefit of necropsy findings. Although he may include what he believes to be the underlying cause of death on the certificate, the clerk who codes for statistical purposes may choose an entry elsewhere on the form after applying basic coding rules. Finally, the doctor's period of medical training or practice location may influence his choice of diagnosis used on death certificates. In a study similar to ours doctors in London were found to list "chronic bronchitis" on death certificates more often than did American or Norwegian doctors reviewing identical cases.5 Older Irish doctors have been found to use diagnoses such as "senility" or "myocardial degeneration" more often than do their younger counterparts. 6 We therefore wondered whether the striking variation in regional mortality within England and 
